Background: Surveys carried out in Mediterranean countries demonstrated very low rates of awareness of both diagnosis and prognosis among cancer patients. In our institution, a long-term training program aimed at improving communication skills among all physicians interacting with cancer patients was conducted. We report here the results of an extensive assessment of patients' awareness conducted after the first training period.
introduction
The process of truth telling, often managed by nononcologists until the final referral to the medical oncology facility, should begin with the diagnostic suspicion of cancer [1] . The neoplastic nature of the disease is initially just one of the possibilities but, as the diagnostic tree narrows down, the patient should be progressively led to the truth. Only when the informative task is well conducted in the preceding phase, the oncologist can disclose the prognostic significance of the clinical, radiological and histological findings and explain treatment issues. Otherwise the patient may suddenly fall into an unexpected reality without being prepared. Pitfalls accumulated during the informative process are often the cause of a difficult communication between the patient and the oncologist and are a common justification of a partial or even false disclosure of the diagnosis and prognosis.
Moreover, a nonprepared information leaves all the weight of the emotional involvement on a single physician. According to the individual model of communication [2] , truth telling should thus be a process rather than a single event.
Surveys conducted in Mediterranean countries showed levels of awareness hardly reaching 50% of the patients [3] [4] [5] [6] [7] [8] [9] [10] . We evaluated patients' awareness in an institution in which a long-term training program aiming at improving physicians' skills in giving bad news was started in 2004 and is still in progress. After a first phase consisting of frontline lessons and discussion groups dealing with the 'person-centered' model of communication and the Spikes protocol [11] , a continuous psychological counseling was offered. Training was oriented not only to oncologists but also to all the physicians involved in the diagnosis and care of cancer patients. The survey reported here reflects the level of patients' awareness reached at the moment of the first oncological assessment and must be evaluated in the light of training efforts.
In previously reported studies, data were obtained through questionnaires filled out by patients [3] [4] [5] [6] [7] [8] [9] [10] 12] . We speculated that this method possibly underestimated the real original article content of patients' information and used a thorough, empathic, verbal discussion between the oncologist and the patient as the instrument of drawing informations about awareness.
patients and methods
The survey was conducted at the S.Croce General Hospital, in Cuneo. In this institution, the oncologist usually meets patients either in an ambulatory visit (outpatient) or at bedside, during a consultation in a surgical or an internal medicine ward (inpatient). At the time of the first meeting, the patient has undergone a diagnostic work-up and, sometimes, a therapeutic procedure such as surgery. Consequently, he should be aware of the diagnosis of cancer and should demonstrate knowledge about the essential meaning of the examinations and the therapies he has undergone.
The role of the oncologist should consist in suggesting future therapeutic options and in better defining prognosis. However, we felt that many patients had not been informed about diagnosis and had a low level of awareness: leaving the whole burden of truth disclosure to the time of the first oncological assessment was a cause of severe distress for patients and a great emotional duty for physicians. This experience prompted a training program that was offered in a first time to oncologists and then was extended to all physicians involved in the management of cancer patients. Training aimed at enhancing interior persuasion about the feasibility and positive impact of an empathic, full disclosure of cancer diagnosis and at giving practical instruments of truth telling. Oncologists were involved in an intensive 30-h training program focused on practical methods of giving bad news. The course was divided into five 6-h sessions: during every session, theoretical informations (lectures), case discussion and role plays in small groups were the main features. The course started and ended with a simulated diagnostic communication with an actor patient. The trainer (MA) gave a feedback to the physician and opened a full discussion with him/her. Two 2-h training sections were conducted in all surgical and medical departments and aimed at giving practical informations about methods of truth disclosure (mainly the Spikes method). In the following years, all the physicians involved in training courses were offered periodical 2-h followup sessions to facilitate maintenance of newly acquired skills and to transfer them into clinical practice [13] .
A result of the training of oncologists was the feeling that assessment of patients' awareness could catch the real knowledge only through an empathic encounter and through the patient's experience of trust and confidence. We thus decided to assess the functioning of the process of truth disclosure in the phase of the patient clinical history that precedes the oncological consultation, using the meeting between the patient and the oncologist to explore his degree of knowledge. A good way to start communication with a new patient should be to elicit what he already knows about the disease and what he has already understood of his past history ('perception', the second step of the Spikes protocol). This phase of the communication was translated into a predefined questionnaire, filled out by the oncologist after the dialog with the patient. The questionnaire contained the following items: the patient is informed (demonstrates comprehension) about (i) diagnosis of malignant tumor; (ii) prognosis; (iii) results of diagnostic procedures; (iv) results of therapeutic procedures, such as surgery and (v) possibilities of further treatments (such as adjuvant or palliative chemotherapy or radiotherapy). Answers were reported in a 'yes or no' format (Table 1) .
Data about age, site of the visit and type of referring medical department (surgery or internal medicine) were obtained. During the second year of survey, the questionnaire was modified and the generic question about prognosis (question ii) was substituted with the following one: 'is the patient correctly informed about the meaning (curative or palliative) of future treatments?'. Moreover, information about the stage of disease (suitable for definitive cure or advanced) was included. The oncologists who underwent training and met the patients (all those who worked in the hospital at the time of the survey) were eight, one male and seven females; median age was 38 (range 28-48) and median number of years of clinical practice as oncologists was 10.5 (range 6-21).
The questionnaire was filled out at every consecutive first oncological visit from January 2004 until December 2005. Only patients with an established diagnosis of cancer at the time of the visit were considered for the analysis. Those seen by the oncologists during the diagnostic process or referred to interdisciplinary visits were excluded. Upon completion, the questionnaires were collected by an external data manager who made the data entry and provided the final analysis.
Statistical comparisons were made using the chi-square test and results were considered significant for P < 0.05. Associations between demographic and disease variables and awareness (expressed as a dichotomous variable) were explored using multinominal logistic regression analysis and expressed as hazard ratios (HRs) with 95% confidence intervals (CIs). Patients' characteristics are shown in Table 2 . Nearly 40% were older than 70 and 41.3% had advanced disease. Most patients were sent from our hospital and among them the majority (67.4%) came from surgical departments. Fourteen percent came from other hospitals for consultation. Overall, 79.3% of the patients (511 of 644; 95% CI 77.3% to 81.3%) were considered aware of the diagnosis of malignant tumor by the interviewing oncologist. Outpatients were more informed about diagnosis of cancer than inpatients (82.9% versus 74.6%; P = 0.012) ( Table 3 ). Patients coming from other hospitals demonstrated high levels of awareness (93.8%). This is quite justifiable given that these patients were probably those seeking a second opinion after a diagnosis of malignancy in another center and that they had already been informed by other clinicians. In our hospital, patients referred by surgery were significantly more informed that patients referred by internal medicine (78.2% versus 65.8%; P = 0.009). People aged <70 had higher rates of awareness than those of older age (83.8% versus 69.7%, respectively; P = 0.0005). On the contrary, using available data from the 2005 questionnaire, differences in terms of disease extent did not reach statistical significance (local disease 86.0% versus advanced disease 80. In order to identify independent predictors of awareness, a multivariate logistic model was fitted to the data, using as dependent variable the awareness of cancer diagnosis. Age (<70 or ‡70), site of first visit (inpatient or outpatient), patient referral (surgery or internal medicine) and disease extent (localized or advanced) were included in the model: age <70 was significantly related with higher rates of awareness (HR 2.59; 95% CI 1.34-5.02; P = 0.005) while referral from internal medicine was significantly related to lower rates of disease awareness (HR 0.13; 95% C.I. 0.03-0.57; P = 0.009).
Awareness of the meaning and results of past diagnostic examinations was found in 79.4% (488 of 614) of the target group. Among patients who underwent a therapeutic procedure (usually consisting in surgery), 77.2% (384 of 497) were aware about the meaning of the intervention and 83.1% 
discussion
Our survey showed an unexpected high level of awareness about the diagnosis of malignant tumor and a good level of understanding of the steps that typically precede the diagnosis: instrumental exams and surgery. These figures are strikingly similar to the reported 74% of good or very good comprehension of the diagnostic information among 497 Norwegian cancer patients [12] . A smaller number of patients (55.2%) demonstrated awareness about prognosis and about further therapeutic possibilities: this may indicate that nononcology physicians tend to leave this piece of information to oncologists.
Although truth disclosure is considered the first step toward a good doctor-patient communication and the basis of any decision making in oncology, an extensive attitude of full disclosure is hardly achievable. Cultural reasons, such as those involving Mediterranean populations, are a major threat to a straightforward evolution in this field [14] . The attitude and practice of Italian patients and physicians toward information and communication have changed in recent years. Until the 1990s, it was common practice to withhold the truth from cancer patients in order to protect them and to keep up their hope [3] [4] [5] [6] [7] [8] [9] . Surveys conducted in the early nineties showed that less than half of cancer patients knew their own diagnosis [3, 5, In the Italian family and community-centered culture, individual autonomy was perceived as a synonymous for 'isolation' [4] . The higher level of awareness found in our survey can be explained with cultural evolution. In the past decade, the Italian culture has substantially evolved toward increasing selfgovernance in life and also in medicine. Informed consent is now a legal and deontological requirement, patients expect and receive more complete information and are progressively more involved in their medical care [14] . Moreover, we propose the hypothesis that our data reflect the extensive and prolonged training that involved all the physicians of our institution. The involvement of nononcologists is probably a key factor in conducting a correct and effective communicative process and to share the communication burden.
The high levels of awareness should also be related with our methodological approach. This is the only case, to our knowledge, in which data were not driven by patients themselves through self-compiled questionnaires but were collected by physicians skilled in communication, who talked with patients, tried to understand their thoughts and to transpose them into a questionnaire. Interpretation, despite the risk of both under-and overestimating of the real level of awareness, could reduce bias related to misunderstanding of written questions. It is also possible that patients, who really know the nature of their disease, are afraid of telling and writing that they have a malignant tumor when left alone with a questionnaire to fill in. Our survey was conducted in a context of comprehension and empathy: oncologists were instructed to dedicate time, elicit the patients' feelings and conduct the interview in a protected setting [11] . Previous experiences support the notion that the context and methods of breaking news matters [1] .
A minor proportion of patients still do not show to be aware of the diagnosis of cancer, notwithstanding the long diagnostic phase and the several opportunities of being told the truth.
From our findings, it is difficult to discriminate between an impairment of the process of coping and bad communication.
The differences between patients referred by surgeons (that were the object of an intensive training after the first year of the survey) and those referred by internists suggest that an improvement in communication strategies is possible. However, several researchers in this field demonstrated that approximately 90% of the patients seek complete diagnostic information [15] [16] [17] [18] . If our data (almost 80% of the patients aware of their disease) and those of these surveys (90% wanting to be informed) are considered real, the process of communication has failed in approximately 10% only of the cases, while in another 10%, although receiving the true message, a refusal of its content can be hypothesized.
While the communication and the comprehension of the diagnosis of cancer can be considered satisfactory, only 55% of the patients seem aware of the prognostic meaning of cancer: they thus seem to understand the name of their disease but to overestimate the possibilities of cure. It should be emphasized that these findings capture the very initial phases of the coping process: results may have not been the same, had the data been collected a few months after the diagnosis. We do not believe that this represents a specific cultural phenomenon. Instead, prognosis is more difficult to talk about than diagnosis and a deep awareness is reached only by a few people. Notably, only 40% of the Norwegian patients' sample confirmed information about prognosis [12] . This coping strategy can be found also in the American experience: Hlubocky et al. [19] interviewed patients undergoing phase I trials for advanced cancer about prior discussion of prognosis and perception of treatment benefits. Only 52% reported having had a discussion of prognosis with their physician and 45% denied having received any information. However, many patients provided subsequent qualitative descriptions of the discussion of prognosis within the interview.
Another important point should be made about the group with the lowest levels of awareness. Older patients and those sent by internists seem the least informed patients. In the first case, it is possible that elderly patients are tried to be spared from the burden of information and families are chosen as the preferred subject of communication [17] . In the second case, we suggest that surgeons are more prone to present their actions as resolutive. Moreover, the effect of the training program conducted in the surgical wards during the period of data collection may have had an influence.
Some limitations of our study must be underlined: (i) only patients with a completed diagnostic phase were considered for the interview; consequently, patients with possible lower rates of awareness such as those with most severe conditions were not subject of assessment. On the other hand, other nonconsidered groups, such as those seen in the context of multidisciplinary visits, may have higher levels of disease awareness. Furthermore, we did not select patients based on their willingness to fill a questionnaire, such as in the majority of other studies, thus eliminating the important bias of selection. (ii) Some characteristics of the patients that would have been helpful in the interpretation of the data were not collected (sex, cultural level, site of primary tumor), although these factors were seldom found to be related to knowledge of the diagnosis of cancer. (iii) We did not collect informations about the functioning of the communication process and about feelings related to awareness. (iv) Our results may be subject of an interpretation bias: although oncologists were all of the same institution and underwent a similar training, their communication style was not accounted for and may have had some influence on patients' answers [20] .
In conclusion, we found that the process of information is more complete than previous findings let infer and it seems to appropriately begin before the oncological consultation [21, 22] . There is a group of patients still underinformed, namely older ones, those with advanced disease and those referred from internal medicine wards. Teaching communication skills and long-term counseling can improve patients awareness and should strongly be encouraged in every institution [2, 23] .
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